A 13-YEAR-OLD girl was admitted with a history of increasing muscular weakness and convulsions, followed by rapidly developing malignant hypertension. The patient was very weak, emaciated and prostrate. No aedema was present. Blood pressure was 190/140. Retinopathy with bilateral papilloedema (6 dioptres) and exudates was demonstrated. She had polyuria, alkaline urine and slight proteinuria. Serum electrolyte analyses revealed hypokalkmia, slight hyponatremia and alkalosis. The urinary excretion of aldosterone was found to be increased to 36pg. and the excretion of cortisol was 72,ug. per twenty-four hours. X-ray examination suggested an enlarged left adrenal. At the operation both adrenals were found apparently normal; a left adrenalectomy was performed. Post-operatively convulsions stopped and serum electrolytes reversed to normal range. However, the blood pressure and retinal lesions remained unaffected. Treatment with Ansolysen was initiated one month after the operation, and followed by reduction of blood pressure to 150/90 and complete disappearance of the papilledema. Ansolysen was discontinued after a three months' course and following this the blood pressure remained at a level of 160/100. Serum electrolytes stayed normal, and urine output and concentrating capacity were normal. A striking clinical improvement with a weight gain of 16 kg. took place. Aldosterone excretion two and six months post-operatively was decreased to 11 8 jug. and 12 8 ,g.
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respectively. Cortisol excretion in the same urine samples was reduced to 8-4 ,ug. and 207 ,ug. Follow-up examination nine months post-operatively and four months after discontinuing Ansolysen showed the patient to be in good health. Blood pressure still 160/100. No papillcedema, but residual exudates were present. The urine contained a trace of protein.
Renal function and serum electrolytes were normal.
Comments.-This patient presented some of the clinical and biochemical features which have been-associated with primary aldosteronism, but also some ostensible differences.
(1) Clinically: Malignant hypertension. (2) Pathologically: Absence of adrenal tumour or hyperplasia. Histology normal. (3) Biochemically: Slight but definite hyponatrnmia.
We are much indebted to Mrs. S. A. Simpson and Dr. J. F. Tait, who carried out the determinations of aldosterone and cortisol, and to Dr. H. J. Whiteley, who did the histological examination of the adrenal gland.
